BACKGROUND: Colonoscopy is a screening modality for the early detection of colonic polyps and cancers but is underutilized, particularly among minorities.
morbidity and mortality can be achieved through early detection and treatment, over two thirds of patients are not diagnosed until the disease has advanced. 5 Whereas CRC screening is recommended to reduce the incidence and mortality of colorectal cancer, screening rates are relatively low in general and particularly for racial and ethnic minorities. 2 Colonoscopy is an accepted screening modality for detecting and treating premalignant lesions and preventing CRC, [6] [7] [8] although disparities between racial/ethnic minorities and whites in screening colonoscopy rates are even greater than other CRC-screening modalities. 2, 3, 9 For Latinos, lower CRC-screening rates may be responsible for their later stage of disease at presentation and poorer prognosis than white non-Latinos. [10] [11] [12] [13] A number of studies have explored potential barriers to CRC screening in the medical and public health literature. [1] [2] [3] [4] 9, [14] [15] [16] [17] [18] [19] [20] Most of these have focused on combined modalities of CRC screening including fecal occult blood testing in addition to colonoscopy or flexible sigmoidoscopy. [1] [2] [3] [4] 9 Among studies exploring barriers for specific ethnic or racial minorities, most have focused on African Americans. 1, 9, [21] [22] [23] [24] [25] [26] One study identified focused specifically on colonoscopy as a screening modality but enrolled few minority patients. 14 Studies of combined modality CRC screening that included Latinos suggest that they may have some specific barriers such as limited English proficiency. 3 However, most of the barriers expressed were similar to those found among other populations. Prior quality assessment efforts at Massachusetts General Hospital (MGH) have identified lower rates of screening colonoscopy for Latinos compared to non-Latino whites (unpublished data). A large proportion of the Latino patients at MGH are cared for at MGH Chelsea Health Care Center (MGH Chelsea). It is a low-income, heavily immigrant community health center where the CRC-screening rates are significantly lower for all patients (49% compared to 65% at the other MGH practices); therefore, we sought to explore the potential barriers these patients face to obtaining a colonoscopy. We were interested in the perspectives of both Latino and non-Latino white patients who had either had a colonoscopy or were eligible but did not have the procedure. Ultimately, our goal was to use this information to identify a set of potential interventions including system improvements and a patient navigator program that could increase the rate of screening colonoscopy and eliminate the racial/ethnic and socioeconomic disparities in this aspect of primary care.
METHODS

Study Design
We conducted a qualitative, descriptive study of patients who were eligible for colorectal cancer screening to obtain in-depth information about potential barriers to undergoing a screening colonoscopy. The study was approved by the Partners HealthCare System Institutional Review Board. Verbal consent was obtained from participants before commencing the formal interview.
Setting
Interviews were conducted at MGH Chelsea, a large, multispecialty community-based health center that has been part of the MGH network of clinical care sites since 1971. MGH Chelsea serves as the largest source of primary health care for the town of Chelsea, MA. Each year, more than 150,000 visits are made to the health center by nearly 37,000 patients. Chelsea is a multiethnic, low-income community situated 5 mi north of Boston. During recent decades, it has served as a gateway community for many refugees and immigrants from Latin America, Bosnia, Somalia, the Middle East, and Africa. Chelsea, according to the 2000 U.S. census, has the largest percentage of Latinos (50%) of any city in the state.
Interviews
We developed an interview guide ( Fig. 1) based on previous studies of CRC screening among racial and ethnic minorities and informal interviews with health care providers at MGH Chelsea. [1] [2] [3] [4] A research assistant was trained to use this guide to conduct semistructured one-on-one patient interviews of approximately 10-15-minute duration. The interview began by collecting demographic information including age, sex, race/ethnicity, country of origin, primary language, and insurance status. We asked about race and ethnicity (Latino-yes/no) separately; however, all Latino participants self-identified as either "white" or "other," so for this study, we will refer to them simply as "Latino." The research assistant then asked participants to describe what they knew about colorectal cancer and CRC-screening methods-particularly colonoscopy. If a participant had no knowledge about colorectal cancer and CRC-screening methods, the interview was ended only after probing to be certain that the patient was not knowledgeable about these topics. Further open-ended questions explored patients perspectives about colonoscopy, experience with the procedure (one's own or that of others), and reasons for not having one. The full range of topics reviewed are shown in Fig. 2 .
Sampling/Recruitment and Analysis
A convenience sample of patients in the Adult Medicine Department, both in the urgent care and continuity care waiting rooms, were approached by a bilingual (English-and Spanish-speaking) research assistant (Gamba) with the assistance of medical technicians who were not part of the study.
Patients were selected if they were 53-70 years of age. We excluded patients that did not speak either English or Spanish, were too physically or mentally disabled to participate, or were not eligible for colorectal cancer screening because of prior total colectomy. Other non-Latino racial/ethnic groups were not excluded from the study provided they were proficient in English or Spanish. No eligible subjects refused to participate in the interview study. Initially, patients were interviewed regardless of whether or not they had already received a colonoscopy, either for screening or for diagnostic purposes. However, after interviewing 20 patients, the sample was somewhat skewed, and we began to oversample patients that had not had a colonoscopy. The research assistant described the study to patients, provided them with a fact sheet about the study, answered any questions they had, and obtained verbal consent for their participation. Recruitment and interviews were performed during October and November of 2006. All interviews were tape recorded and transcribed verbatim. Interviews with Spanish-speaking patients were translated by the research assistant who is also a certified and experienced medical interpreter. We analyzed the transcripts after each set of 5 interviews was completed (i.e., 5, 10, 15, 20, etc.). After analyzing 40 interview transcripts, we determined that saturation had been achieved with no new themes emerging from the last 10 interviews.
We used content analysis to synthesize findings and identify key themes. We analyzed the data manually using the "framework" method as presented by Ritchie and Spencer. 27 The framework method includes 5 stages: familiarization, identifying a thematic framework, indexing, charting, and mapping/interpretation. To become familiar with the data, 2 of the researchers (Peters-Lewis and Percac-Lima) listened to the tapes and corrected the transcripts as necessary. Preliminary themes began to emerge during the familiarization phase. This then led to the development of an initial thematic framework. The analysis team (Green, Peters-Lewis, and Percac-Lima) held weekly meetings where data were reviewed and discussed and new insights were shared that led to revision of existing themes and generation of new ones. Interrater reliability about the themes and supporting data was always greater than 90% among the research team. Disagreements were resolved through discussion until the group achieved mutual consensus. Each of the 3 team members performed theme counts, and at their final meeting, the team achieved consensus on all the themes and supporting data.
RESULTS
Study Participants
Sociodemographic characteristics of the study participants are shown in Table 1 . The age of the participants ranged from 53 to 70 years (mean 60.3). The sample included 40 participants-23 female (57.5%) and 17 male (42.5%). Fifty-five percent of participants self-identified as Latino, predominantly from Puerto Rico, Colombia, Guatemala, Cuba, and Mexico. All Latino patients identified Spanish as their primary language. The majority of participants reported having health insurance (72.5%), whereas 25% were uninsured, and 2.5% had unknown insurance status. Among those with health insurance, 37.9% had Medicaid (Mass Health), 17.2% had Medicare, 17.2% had both, and 27.6% had private insurance. Among uninsured participants (25%), most were enrolled in a Free Care program whereby hospitals in Massachusetts provide free services for eligible uninsured patients including colonoscopy.
Most participants who reported having a prior colonoscopy had the procedure to follow-up on specific gastrointestinal complaints such as constipation or bleeding. It is not known if these were actual symptoms or if they were used by providers to ensure that the procedure would meet the criteria for reimbursement. Sixteen of the 40 patients in our study had received a colonoscopy-8 of 18 white patients and 8 of 22 Latino patients. Compared to other participants, Latino men in our sample had less to say overall about the topic of colonoscopy. A review of the interview transcripts showed that Latino men often provided brief yes or no responses to some of the questions, and their mean word count for the entire interview was 77 compared to 175 for all other groups combined.
Findings
Thirty-four of 40 participants (85%) had heard about a colonoscopy, and many were able to verbalize the age (within 5 years) at which their first screening colonoscopy was performed. Five themes emerged from analysis of the interviews representing categories of patients' barriers to receiving screening colonoscopy. The themes are listed in order of frequency: (1) system barriers, (2) fear of pain or diagnosis, (3) lack of desire or motivation, (4) dissuasion by others, and (5) lack of provider recommendation.
System Barriers. Barriers that we categorized as "System Barriers" represented the most common theme and were mentioned by 10 participants (25% of all patient interviewed and 40% of patients who did not have a colonoscopy). These included scheduling, financial, and transportation difficulties that prevented participants from having a colonoscopy. Scheduling was the most common barrier identified by participants and included several different components. Participants reported that although they had agreed to have a colonoscopy, they did not receive an appointment time. In some cases, appointments times were rescheduled without adequate notice. Therefore, participants were not able to arrange their schedules to accommodate the change. Other participants were managing multiple comorbid conditions and found it difficult to make time for another appointment that required 24 hours of preparation. One white male (WM) participant stated: "Too many appointments…you know they are not good times of day."
Participants had concerns about both the timeliness with which information describing the logistics of the procedure was available to them and the clarity of the information. A Latino female (LF) participant said: "They told me it is near Charles River Plaza. I'm not sure where it is." One participant (LF) reported being unable to complete the scheduled colonoscopy because of inadequate information about when to stop eating before the procedure.
Participants reported the cost of the preparation (as much as $46.00) as another barrier. On a limited budget, some were forced to make a choice between a colonoscopy and other necessities such as food or medications. Participants also reported that transportation was challenging. They often had difficulty finding someone who could take time from work and 
Lack of Provider Recommendation
Provide one-to-one targeted interventions by phone and inperson to raise awareness of the need for CRC screening and about the modalities available Communicate with providers prior to patient visits to remind them to recommend CRC screening to specific patients who are eligible but have not been screened Automated physician reminders to recommend CRC screening to specific patients who are eligible but have not been screened to escort them home after their procedure. One participant (WM) stated: "the doctor last year wanted me to have one. But I didn't have 1 because it required that I have someone take me home."
There were times when more than 1 system barrier were reported, as in this example with respect to the preparation for colonoscopy. "The first time because I got no information. Then when I went to get the medication, it was expensive and it was too late, I did not have time to take the medications" (LF).
Fear of Pain or Diagnosis. Fear of pain or the diagnosis of cancer was also a common theme that emerged from the dialogue with participants. Four participants expressed fear that the colonoscopy would be painful. A white female (WF) participant stated: "I don't want it to hurt." Another participant (WM) stated: "I am very cowardly. I go to the doctor and after that I get pains everywhere without him doing anything to me." Other participants expressed a fear of actually being diagnosed with colon cancer and that they would prefer not to know (n=3). One participant (LF) verbalized fear of pain during the procedure and fear of a cancer diagnosis. This participant's quote (WF) best illustrates a perspective of denial: "What I don't know won't hurt me. No I want nothing to do with cancer. Not even to test or screen for it...nothing. I don't want to bother. I'm really against it all. If I ever had it, I would never let them cut me or anything like that...nothing."
Inadequate pain control during the procedure was an issue that 4 of the 16 participants who had a colonoscopy reported. Some of these participants made comments suggesting that their negative experience would influence others in making a decision to have a colonoscopy. For example, 1 participant (LF) stated: "It was done without sedation. It was horrible. I do not recommend it."
Lack of Desire/Motivation. Some patients reported simply not having the desire or motivation to have a colonoscopy done despite receiving a recommendation from their health care provider. Many of them reported receiving educational information about the procedure and the rationale for having it done but just not getting around to it (n=5). One participant (WM) stated: "I am still thinking about it." Other participants cited "laziness" or "procrastination" as barriers to colon cancer screening. "I just haven't made the appointment...I'm a procrastinator like everyone else" (WM).
Dissuasion by Others. "Dissuasion by others" describes the manner in which perceptions of family and friends influenced the participant's decision whether or not to have a colonoscopy. Three participants reported that a friend or family member had a colonoscopy and their negative experience with the procedure dissuaded the participant from having it. One participant (WF) stated: "I heard so many people got it done and they ended up with problems. They said they never had problems and all of a sudden they had that done and forget it." Another participant (LF) stated: "people have told me that it is dangerous and others say something may go wrong." Of note, an equal number of participants (n=3) reported that their family member or friend had a positive experience and encouraged them to have the procedure.
Lack of Provider Recommendation. This theme describes participants who reported that they were never informed about colonoscopy by their providers. The following quote (WM) best illustrates this: "I've been coming here for thirty years. It's never been mentioned." Whereas this theme only emerged during 2 interviews, it is significant because the 2 patients correlated provider recommendation with the importance of the test. One Latino male participant (LM) stated, "Well if the doctor doesn't mention it, then I guess I don't need it?" The quote illustrates the importance of physicians' recommendations (or lack thereof) in influencing patient attitudes toward procedures and illuminates the potential role of health care providers in reducing disparities in procedure utilization.
DISCUSSION
The broad goal of this study was to explore patient-perceived barriers to receiving a screening colonoscopy as identified by low-income Latino and white non-Latino individuals in an urban community health center. More specifically, we hoped to gain a better understanding of these barriers to help us implement systems changes and a bilingual patient navigator program to improve screening colonoscopy rates for all patients at the MGH Chelsea, especially Latinos. It should be noted that we found no clear differences in barriers between Latino and white non-Latino participants except for the obvious language barriers and the fact that Latino men seemed to talk less about these issues overall than other groups.
We were not surprised that system barriers were the most commonly reported problem that patients reported facing in obtaining a colonoscopy. These include barriers such as complicated scheduling processes, financial difficulties, and problems with transportation. These have been reported previously 3,14,15,28,29 and were also described by primary care
providers at MGH Chelsea in earlier qualitative interviews (unpublished work). However, our study did not highlight "missing work" as a major barrier despite the fact that this has been cited in other studies. 30, 31 It is possible that most of the patients in our sample were either unemployed or retired. Fortunately, systems barriers are also probably the most amenable to (and often the primary target of) "patient navigator" programs. [32] [33] [34] [35] [36] [37] Such programs are designed to help patients navigate complex health care systems. They may have the flexibility to help patients address transportation and financial barriers, for example, by arranging escorts, accompanying groups of patients who can be scheduled together, and arranging free or affordable access to colonoscopy preparation medications kept on site. They can also call patients to remind them of their appointments, answer any questions about the bowel preparation, location, or procedure itself. Other system improvements might include simplifying the scheduling process, developing prep forms in Spanish and other languages, and scheduling "Spanish-friendly" colonoscopy days attended by bilingual nurses and gastroenterologists when possible or involving on-site interpreters. Fear was another common barrier in our study and can be considered together with "dissuasion by others." Similar to previous literature among various sociocultural groups, patients described fear of the procedure itself (particularly the pain associated with it) but also concerns about embarrassment, preparation, and potential complications. [1] [2] [3] [4] 9, 14, 17, 18, 25, 38, 39 Fear of the diagnosis of cancer has been reported less often in the literature but was an important theme in our study. Patients may prefer not to look for problems that are not currently bothering them, especially if they think of cancer as an incurable disease, as many patients do. 19, [38] [39] [40] [41] This may be based in part of a fatalistic attitude common among many patient groups [1] [2] [3] 29, [42] [43] [44] [45] [46] and not specific to Latinos, despite unsubstantiated literature promoting this as a Latino cultural issue. In fact, some literature suggests that fatalism is more an issue of lower socioeconomic status rather than culture. 3, 15, 38 Dissuasion by others often represents fears that are not specifically referred to as such and may represent the way that the patient chose to describe their fears rather than a separate theme. For example, mentioning that others have said colonoscopy is dangerous is another way of stating one's own fear of the potential dangers. To address these fears, patients should be provided a safe environment to encourage open discussion about what concerns them. It may be helpful to use "focused reassurance," a term we have coined that describes a process of reassuring patients with information pertaining to their own specific concerns. This may include clarifying myths or false information about colonoscopy, educating patients about the process itself, and discussing approaches to minimizing the feared outcome. For example, a patient who fears pain because of the procedure can be provided with options for pain management and sedation and could also speak with others who have had a colonoscopy for reassurance. Fear of the diagnosis of cancer may warrant providing patients with focused education about early detection and the likelihood of colon cancer being curable.
The lack of desire or motivation to have a colonoscopy is a particularly challenging barrier. Whereas clinicians provide the initial recommendation for screening, they may or may not have the time to provide ongoing motivation. This is another area where navigator systems have proven useful. [32] [33] [34] [35] [36] [37] They can play a motivational role by forming relationships with patients, calling and meeting with them, and not allowing the issue of CRC screening to fall off the patient's "radar." This can help to overcome the inertia, which keeps many otherwise willing patients from getting screened. Clinicians and navigators alike could benefit from some basic training in motivational interviewing to help them address this challenge. 47 Only 2 patients in our study had not heard about colonoscopy, specifically reporting that they had not received a recommendation for one from their primary care provider. Given the relatively low rate of CRC screening in the overall health center population, we had expected this to be more commonly reported. Other studies among diverse populations have shown much greater knowledge deficits about CRC screening. 2, 4, 9, [16] [17] [18] 20, [23] [24] [25] 28 Our study's high rate of awareness might be related to the fact that we recruited patients in the waiting rooms of the health center, potentially selecting patients who are better connected to the health care system. In addition, we did not characterize the level of knowledge among those who had heard of colonoscopy, which may have uncovered substantial knowledge deficits in this group. Automated provider reminders and clinician education may be useful in assuring that patients who are eligible receive a recommendation for a screening colonoscopy from their primary care provider. Our study has several limitations. The data that emerged from this qualitative study provide a deeper understanding of the barriers to colon cancer screening that exist within this group of participants but cannot be generalized to the larger population. We used a single interviewer, which could introduce bias based on this individual's style and emphasis or deemphasis of particular topics. Of the patients who had received colonoscopies, some were for diagnostic purposes rather than screening. Whereas it is likely that these patients experience similar barriers, it is also possible that this could have affected our results somewhat. Findings from this study should help inform a larger quantitative study stratifying by race/ethnicity and focusing specifically on screening colonoscopy.
To reduce racial and ethnic disparities in colorectal cancer screening and to improve the rates of screening for all patients, it is important to understand the reasons why some patients are not receiving colonoscopies. Our findings support and add to the literature in this area by focusing on low-income Latino and white patients in an urban community health center and their barriers to receiving colonoscopy specifically. We propose a set of recommendations for intervention based on these barriers, many of which have been reported in other populations. Whereas each population is unique, addressing barriers to screening colonoscopy seems to include common themes that may provide a foundation for more tailored interventions.
